do not receive proper training on use of medical interpreters, and suggest updating residency training curricula. The authors do not address their selection bias for programs in areas of high limited English proficiency (LEP), which likely led to overestimating pediatric residents' proficiency in working with interpreters. With nearly 10% of the U.S. population having LEP, and increased medical access for members of racial and ethnic minority groups resulting from the enactment of the Affordable Care Act, 2 these findings present a sobering view of our next generation of physicians' ability to communicate well with many of their patients. To be fully prepared to treat an increasingly diverse population of patients, we believe that all physiciansin-training should receive formal global health training in undergraduate and postgraduate medical education.
Over the last decade, many medical schools have incorporated global health teaching in their curricula, and people have suggested creating global health competencies. 3 At Harvard Medical School, all first-year students take a social medicine and global health course, which includes lectures and group discussions on health inequalities and social determinants of health, among other topics. While these principles are a fundamental part of medical education, they must be reinforced on a more practical level during postgraduate training.
Postgraduate training programs for global health should be structured, standardized, and universal. 4 Thompson et al highlight one of many skills that are missing from the Accreditation Council for Graduate Medical Education's six core competencies. Standardizing global health training through measured competencies would generate better physicians while improving the delivery of medical care. All physicians should possess these skills, and the perils of not teaching them to residents will continue to impede proper medical care for all people. In Reply to Drain and Rhatigan:
We appreciate the insightful comments from Drs. Drain and Rhatigan regarding our article. Their observation that our findings may overestimate residents' proficiency with interpreters reemphasizes our study's central conclusion: that the low rate of education and evaluation on interpreter use, even among residency programs where exposure to individuals with limited English proficiency (LEP) is relatively high, suggests that broad action in this area is needed. We believe that as the population with LEP increases and the striking demand for global health experiences grows, 1 the need to uniformly train physicians in interpreter use is substantiated regardless of a program's local population demographics. Supporting this call for action is our finding that educational sessions on interpreter use during residency are associated with increased resident self-efficacy in this domain. Equally important is a finding reported by Hernandez et al 2 that self-efficacy in the overall care of families with LEP is associated with increased resident satisfaction in the care of such families.
We agree with Drain and Rhatigan that training in global health is important and add that interpreter training relates to both the care of individuals with LEP in the United States and to experiences with international populations. Given that training in cross-cultural care is now a residency program expectation, 3 we propose that training in the areas of global health and caring for individuals with LEP may have a greater impact when combined in scope. They also
A Standard for Medical Spanish Credentialing
To the Editor: Lion et al 1 have confirmed what we feared for yearsour desire to help patients by speaking Spanish could be harming them through our unwitting language errors. Our provision of peer-led medical Spanish classes at Loyola University Chicago Stritch School of Medicine heightened our sense of responsibility for ensuring students who learn medical Spanish use their new skills in a safe manner. Ultimately, we identified the need for a standardized Spanish Bilingual Medical Student Certification (Certification).
2 Based on our experience, we offer a number of recommendations for developing a successful language credentialing system and cultivating the capacity to safely provide bilingual health care.
Credentialing programs must recognize that providing bilingual health care requires mastery of many complex skills. Our Certification starts with two phone exams ALTA Language Services, Inc. developed in collaboration with Kaiser Permanente which are recognized as standards for evaluating physicians' and medical staff persons' medical Spanish communication skills. However, the challenge of bilingual health care lies in the need to communicate with one's patients in Spanish and coworkers in English while simultaneously employing the cognitive skills necessary to evaluate clinical information and make clinical decisions. Therefore, the final component of our Certification is a Spanish objective structured clinical exam in which students complete a history and physical in Spanish, document their findings in English, and develop a diagnostic and treatment plan. To acknowledge the mastery of these skills and facilitate recognition of these bilingual providers by both staff and patients, those who earn the Certification receive new identification tags which boldly state, "Hablo Español."
We knew the Certification was an effective solution to language credentialing the first time a student failed after reporting using Spanish clinically on a daily basis. We knew it was a success the first time a student responded to the feedback after failing, completed remediation, and passed the exams. We saw the true power of the Certification as we witnessed a transformation in the culture of our medical center to one with a heightened commitment to providing languageconcordant care to patients with limited English proficiency. Staff now challenge Spanish-speaking providers who do not display Certification identification tags. Likewise, staff who previously relied on ad hoc interpreters have become strong proponents of staff and phone interpreters.
Our Certification is one example of a standardized, comprehensive, and replicable approach to language credentialing. It provides evaluation and instruction, and it is available for all to access and implement. As such, it can serve as a model for universal medical Spanish credentialing. Most important, we hope that the recommendations we have offered based on our own experience will be helpful as others address this problem at their own institutions.
whether rigorous language training for medical providers can safely and effectively build language proficiency.
Like Drs. O'Rourke and Gruener, we have witnessed a promising change in our institution's approach to providing bilingual care. Our findings encouraged our hospital leaders to adopt a language proficiency certification process. Seattle Children's Hospital requires that faculty, residents, students, and staff who wish to use non-native language skills with families pass a telephonic assessment of clinical language skills. Those who pass receive a colored placard in their badge holder, announcing the language spoken. We have noticed a shift in hospital culture towards recognition that only certified proficient language skills should be used with patients and families; otherwise, professional interpretation is needed. We also recommend that proficient providers consider professional interpretation for complex or difficult conversations to ensure that subtleties of meaning are not lost or misconstrued. Recognizing the crucial role communication plays in the art of medicine, and our own limitations, is essential both for delivering optimal care to each patient, and for training the next generation of doctors.
In Reply to O'Rourke and Gruener: Drs. O'Rourke and Gruener present a compelling example of good practice: hospital and training program leaders recognizing that language proficiency is a learned skill, and ensuring that providers are competent to use language skills safely and effectively with patients. The inclusion of a structured clinical assessment is noteworthy, and emphasizes that effective communication is the foundation for patient-centered medicine. Our own experience supports the principles advocated by Drs. O'Rourke and Gruener.
Despite regulatory requirements and the availability of tools to measure language need and service delivery, 1 hospitals and health care providers often choose untested family members, friends, or providers to meet the communication needs of limited English proficient families. 2 As Drs. O'Rourke and Gruener note, medical Spanish courses are helpful, but may have unintended consequences if nonproficient providers conclude they no longer need an interpreter after completing such a course. 3 Failure to use professional interpretation can lead to miscommunication and medical errors.
